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Anorexia nervosa is an intriguing psychiatric disorder that is becoming a significant public health issue for adolescent 
girls around the world. Despite the proliferation of research and literature in the field, particularly concerning the 
aetiology, incidence and treatment for the disorder, little is understood about the aetiology of the disorder in the 
adolescent population. Researchers have suggested that low self-concept is one of many risk factors for eating 
disorders, including anorexia nervosa. Despite this, significant questions still remain about the relationship between 
self-concept and the severity and incidence of anorexia nervosa in adolescent girls in Australia. The pertinence of 
self-concept is undeniable due to its relevance to the personal and societal issues that exist in our society. This paper 
presents analyses of the multidimensional self-concepts of sixty-five adolescent girls with anorexia nervosa, and 
explores the relationships that exist between the distinct dimensions of the self-concept and eating disorder 
symptomotology. 
 
 
Anorexia Nervosa 
 
Anorexia nervosa is a very complex psychiatric disorder (Casper, 1998, Chan & Ma, 2002), with both severe and 
potentially fatal physical and mental health consequences (Becker, Grinspoon, Klibanski, & Herzog, 1999, Bryant-
Waugh, 1993). According to the Diagnostic and Statistical Manual IV-TR (DSM IV-TR) Anorexia Nervosa is a chronic 
illness that involves a morbid fear of fat, and gaining weight, a distorted body image, and a refusal or inability to 
maintain the minimum healthy body weight. For post menarcheal girls, amenhorrea caused by substantial weight loss, is 
also common feature (American Psychiatric Association, 2004). The chronicity and seriousness of the Anorexia 
Nervosa is undeniable, being the third most common illness amongst adolescent girls (after asthma and obesity), 
(Jimerson, Pavelski, Orliss & D’Agruma, 2002) and morbidity rates exceeding any other psychiatric disorder (Casper, 
1998; Gowers, Weetman, Shore, Hossain, & Elvins, 2000; Herzog, Deter, Fiehn, & Petzold, 1997). Prognosis and 
outcome for patients diagnosed with the anorexia nervosa is very poor. Some researchers report that only fifty percent 
of individuals are expected to fully recover (Gowers et al., 2000), and a significant portion (ten percent) of patients still 
meet diagnostic criteria twenty-one years after diagnosis (Lowe et al., 2001).  
     Anorexia nervosa is an eating disorder that effects a growing population of adolescent girls and young women 
around the world, with incidence rates continuously rising since the early 1950’s (Fisher, Golden, Katzman, Kreipe, & 
et al., 1995; Lucas, Beard, O'Fallon, & Kurland, 1991). Prevalence estimates for anorexia nervosa generally fall 
between 0.5% and 3.7% for women (Deshmukh & Franco, 2000; Fairburn & Harrison, 2003).  Prevalence and 
incidence estimates however differ significantly depending on the criteria for eating disorders used and also the country 
in which the estimates have been made. Despite the highest incidence of the disorder existing in the female adolescent 
population (Polivy & Herman, 2002, White, 2000 and Cooper, Watkins, Bryant-Waugh, & Lask, 2002), much of the 
research in the area has focussed on adult women. However, given the significance of the problem amongst adolescents, 
it is pertinent that a clearer understanding of the eating disorder in this younger population is gained. 
     Due to the rapid increase in the incidence of anorexia nervosa and other forms of eating disorders in society, there 
has been an abundance of research into the risk factors, causes, and outcomes of these disorders (see for example: 
Becker et al., 1999; Bryant-Waugh, 1993; Bryant-Waugh & Lask, 1995; George, 1997; Herzog, Keller, & Lavori, 1988; 
Kamo & Kasahara, 1998; Polivy & Herman, 2002; Steiner & Lock, 1998; Stice, 2002; Striegel-Moore, 1997; White, 
2000). A wealth of research has also investigated the various forms of treatment and their efficacy in managing and 
treating the disorder (see for example: Ben-Tovim, 2003; Eisler et al., 2000; Eisler et al., 1997; Gowers et al., 2000; 
Herzog, Keller, Strober, Yeh, & et al., 1992; Hornyak & Baker, 1989; Howard, Evans, Quintero-Howard, Bowers, & 
Andersen, 1999; Kaplan, 2002; le-Grange & Gelman, 1998; Lemberg & May, 1991; McKenzie & Joyce, 1992; 
Richards et al., 2000). Risk factors for anorexia have been identified in many fields including medicine, psychology, 
mental health (White, 2000, Polivy & Herman, 2002, Bryant-Waugh & Lask, 1995, Striegel-Moore, 1997), family 
therapy (Lock & Le-Grange, 2000, Casper & Troiani, 2001), and feminist research (Chan & Ma, 2002; Brown, 1985; 
Szekely, 1989). Authors cite a wide range of factors that may influence the onset, development and the maintenance of 
the disorder ranging from biological factors to social, personal and familial factors (Schwartz, Phares, Tantleff-Dunn, & 
Thompson, 1999, Polivy & Herman, 2002, Paxton, 1996, Grogan, 1999, White, 2000).  
    Amongst the array of risk factors that have been identified, low self-esteem has consistently been cited as a major 
contributory factor for both the onset and the maintenance of anorexia nervosa and other eating disorders (Casper, 1998, 
Jacobi, Paul, de Zwann, Nutzinger, & Dahme, 2004, Button & Warren, 2002). Initial research by Bruch (1962) 
indicated that one of the central characteristics of an eating disordered individual was a “paralysing sense of 
ineffectiveness” (p. 191). Garner (1991) explains that conceptually, the construct of ineffectiveness is very similar to 
that of low self-esteem, and is defined as “feelings of general inadequacy, insecurity, worthlessness, emptiness and lack 
of control over one’s life”(p 5). Empirically, studies have shown that the two constructs, ineffectiveness and self-esteem 
are very closely linked; for example, in a recent study conducted by Button and Warren (2002) found that global self-
esteem as measured by the Rosenberg Self-Esteem scale; (Rosenberg, 1965) and ineffectiveness as measured by the 
Eating Disorders Inventory scale of ineffectiveness (Garner, 1991) were very highly and significantly correlated (r = 
.88). Consequentially, more recent revisions of the Diagnostic and Statistical Manual have seen low self-esteem become 
a core diagnostic criterion for eating disorders and more specifically for anorexia nervosa (Jacobi et al., 2004).  
 
Self-Concept: Unidimensional and Multidimensional Approaches 
 
Self-concept and self-esteem are constructs that have been of much interest in the field of eating disorders, with many 
investigators consistently finding that patients with eating disorders have lower self-esteem levels than their non-eating 
disordered peers (eg. Fisher et al., 1995 and Casper, 1998). Fisher et al's (1995) results also indicated that aside from 
low self-esteem levels, adolescent eating disordered patients also had low scores on body image, social relationships 
and self-acceptance. In a study conducted by Swift, Bushnell, Hanson, and Logemann (1986), the self-images of thirty 
female adolescent anorexics were examined. Much like the results of Fisher et al. (1995), Swift et al (1986) also found 
that the most severe disturbances in the evaluations that girls had about themselves were in the area of social 
relationships, and in self and body image. These results however, also indicated that anorexic girls were very well 
adjusted in the areas of morals, vocational-educational goals and family relationships. 
     In a more recent study conducted by Jacobi et al (2004), the self-concepts of three subtype populations of eating 
disordered patients (ie: patients with anorexia nervosa, bulimia nervosa or binge eating disorder) were evaluated and 
compared to healthy controls. Results indicated that although self-esteem levels did not differ between the subtypes, all 
three different groups of eating disordered patients scored significantly lower than the healthy controls on global 
measures of self-esteem. Numerous other studies that have attempted to investigate self-esteem in eating disorders, have 
found similar results, suggesting that although self-esteem is not a factor that can be used to differentiate between 
various subtype populations; self-esteem levels are significantly lower for eating disordered individuals in comparison 
to healthy controls (Guillon, Crocq and Bailey, 2003; Griffiths et al., 1999; Williams, Power, Miller, Freeman, 
Yellowlees, Dowds, Walker, Campsie, MacPherson & Jackson, 1993 and Swift et al., 1986). 
     Although much of the research in the field has consistently found that eating disorders are associated with low self-
esteem or self-concept levels, almost all of this research has adopted an unidimensional approach to the construct, using 
instruments such as the Rosenberg self-esteem scale (Rosenberg, 1965) and the Coopersmith Self-esteem Inventory 
(Coopersmith, 1972) to measure self-esteem (Silverstone, 1990). In mental health research to date, researchers have 
commonly used the terms self-concept and self-esteem interchangeably (Marsh, Parada, & Ayotte 2004), suggesting 
that both self-concept and self-esteem are singular, unitary constructs that describe how individuals feel about 
themselves generally (Bracken, 1996; Guillon, Crocq and Bailey, 2003). Despite the common use of the unidimensional 
model of the self-concept in the mental health psychology, questions about the relative usefulness of the approach have 
been raised (Marsh et al., 2004; Bardone, Perez, Abramson, & Joiner, 2003). Some authors argue that the different 
evaluations that individuals may have about themselves in different contexts of their lives cannot be adequately 
understood through the use of such a vague model of self-evaluation (Marsh & Craven, 1997). 
     Consequently, since the early 1970’s extensive research has taken place in various fields of psychology, to 
investigate the benefits of a more descriptive and hierarchical model of the self-concept, where global (general) self-
evaluations are placed at the top of the self-evaluation structure (Bracken, 1996) and more specific domains and 
behaviours are placed at the bottom. This research has indicated that the multidimensional approach to self-evaluations 
is indeed far more accurate and descriptive in understanding how individuals perceive themselves in relation to the 
activities and the relations that they have with their surrounding environment. The benefits of this approach have been 
shown in many areas such as early childhood development, social psychology, educational psychology, and in sport 
psychology. For example, Marsh (1990b, 1993a) demonstrated the importance of considering the multidimensionality 
of self-concept in educational settings, showing that whereas academic achievement, coursework selection, and 
persistence were related to academic self-concept (eg. Marsh, 1993a; Marsh & Yeung, 1997), they were unrelated (or 
even negatively related) to the non-academic (social and physical) facets of the self-concept. The multidimensional 
model of the self-concept thus allows researchers to address the shortcomings of the unidimensional approach, by 
examining the multiple domains of the self-concept. The benefits of utilising such an approach in mental health 
psychology appears obvious, with potential benefits for both research and clinical practise.  
 
The Present Investigation 
 
Despite the apparent abundance of research into self-esteem and its relationship to eating disorders, little is understood 
about the complex relationship between the different and individual facets of the self-concept and eating disorders, 
particularly in adolescents. This is mainly due to the reliance on unidimensional measures of the self-concept and on the 
use of data from adult patients with eating disorders. This research thus attempts to address this significant gap in the 
literature by adopting the multidimensional model of the self-concept, as measured by the Self-Description 
Questionnaire II short (SDQII(s): Marsh, 1992) and investigating the relationship between the distinct dimensions of 
self-evaluation and eating disorders in an adolescent population.  By investigating the complex relationships between 
the multiple factors of the self-concept and eating disorder symptomotology we may be able to determine where deficits 
in the self-concept exist for sufferers of anorexia nervosa, and also identify the significant relationships between 
symptomotology and the self.  
    Based on the existing body of literature it is thus expected that the adolescent participants in this study will exhibit 
low general self-concepts, as suggested by much of the research in the area. It is also hypothesized that girls with 
anorexia nervosa will have disturbed physical self-concepts as the diagnostic criterion for the disorder suggests. It is 
proposed that the academic domains of the self-concept will not be as significantly related to the eating disorder 
symptomotology as other dimensions of the self-concept, such as the physical and the relationship dimensions of the 
self-concept.  
     Additionally, Garner (1991) and Button and Warren (2002) have argued that ineffectiveness and self-esteem are 
conceptually similar constructs, and thus scores on ineffectiveness and general self-concept should be strongly 
associated. Similarly, it is expected that the physical domains of the self-concept will be strongly correlated with 
participant’s scores on physical aspects of eating disorder symptomotology.  
 
Method 
 
Participants and Procedure 
 
Clinical Sample 
 
Sixty-five girls who had received a medical diagnosis of anorexia nervosa were recruited from the adolescent medicine 
units of two of the largest public hospitals in Sydney, Australia. The mean age of participants were 14.97 years (SD =  
.85), with an average body mass index of 17.14kg/m2 (SD = 2.25kg/m2). Girls were recruited from both inpatient and 
outpatient services. Thirty-four of the 65 patients were inpatients at the time of the data collection, whilst the remaining 
thirty-one participants were recruited from the hospital outpatients’ clinic. The average length of illness for the 
participants was 14.16 months (SD = 19.67). Participants were asked to complete a battery of questionnaires during 
their consult/assessment visit. 
 
Normal Sample 
 
The comparison group consisted of 4218 adolescent girls aged between 11 and 17 years (M = 13.15, SD = 1.47). The 
SDQ-II data for this comparison sample was obtained from an existing normative archive for the Self-Description 
Questionnaire archive. 
 
Measures 
 
The Self-Description Questionnaire II: short version (SDQII (s): Marsh, 1992) was administered. The original extended 
version of this questionnaire is a well-developed instrument that accurately assesses the multiple and distinct 
dimensions of the self-concept in different facets of daily activity (Marsh, 1992; Byrne, 1996). The SDQII (s) was 
adapted from the original extended version and retains the original eleven scales, including three areas of academic self-
concept, two areas of physical self-concept, three areas of relationship self-concept, and also scales for emotional 
stability, honesty-trustworthiness and general self-concept. The SDQII (s) has 51 items, and employs a 6-point likert 
scale ranging from true to false. Psychometric properties for this instrument are comparable to that of the original 
instrument, previous reliability estimates for the scales range from Cronbach’s α = 0.78 for the honesty and 
trustworthiness scale to 0.89 for the math scale.  
     To assess severity of eating disorder symptomotology, the Eating Disorders Inventory-2 (EDI-2; Garner, 1991) was 
utilised. One of the major benefits of the instrument is that it allows researchers to compare the descriptive profiles of 
various samples of patients and non-patients in terms of symptom presentation (Garner, 1991).  
     The EDI-2 has 64 core items, which form 8 subscales, and 27 additional items that form three provisional scales. 
Responses are made on a 6-point likert scale ranging from always to never, however, according to the test manual, 
scores on the EDI-2 are truncated, and responses for each of the items are weighted from 0-3, with 3 indicating highly 
symptomatic, and 0 indicating non-symptomatic.  
     Garner and Olmsted (1984) reported that reliability estimates for the EDI-2 subscales were good, with Cronbach’s α 
for each of the scales ranging from 0.83 to 0.93. In 1992, a recalculation of the reliabilities for a larger and updated 
sample of eating disordered individuals indicated that for drive for thinness scale, cronbach’s α = 0.83, for the bulimia 
scale α = 0.86; for the body dissatisfaction scale α = 0.92; for ineffectiveness α = 0.90, for perfectionism α = 0.80 and 
for interpersonal distrust, interoceptive awareness and the maturity fears scales, α = 0.84, 0.83 and 0.83 respectively.  
 
Psychometrics for the SDQ-2 (s) and the EDI-2 
 
Despite the wide use of the SDQII (s) in various fields in psychology, this multidimensional self-concept measure has 
not been used with a clinical sample of eating disordered girls hence, reliability analyses for both the normative and the 
clinical samples of adolescent girls for the SDQII (s) data were calculated and compared. Results indicated that 
reliability estimates for each of the SDQII (s) scales for the sample of eating disordered adolescents ranged from 0.80 to 
0.93 and were consistently as high or higher than estimates for the normative sample, in which all cronbach’s alpha 
levels were above the acceptable level of 0.70 (Hills, 2003; de Vaus, 2002). Table 1 shows the mean scale scores, 
standard deviations and reliability coefficients for the 11 scales of the SDQII-short for both samples of girls. 
Correlations between the scales of the SDQII were shown to be low (see table 2), illustrating that the instrument has 
highly differentiated scales.  
     According to the manual, scores from the EDI-2 are weighted, ranging from zero to three for each item, (with zero 
indicating non symptomatic and three indicating symptomatic) despite the fact that responses are given on a six-point 
scale, ranging from always to never. Some researchers (MacCallum, Zhang, Preacher, & Rucker, 2002) however, have 
questioned the use of truncated scoring systems for both clinical and research assessment tools, arguing that a loss of 
statistical power is one of the consequences of using dichotomized variables in analyses. Hence, two reliability analyses 
were performed on the EDI-2 data collected, one for the truncated scores and another for the continuous scores to 
determine whether in fact, the truncated scoring system used for the EDI-2 limits the reliability of the instrument. The 
results for both the reliability analyses are presented below in table 3, along with the weighted mean scores and standard 
deviations for each of the EDI-2 scales. Results indicate that regardless of the scoring system used, internal consistency 
of the items for the scales were well within the range of acceptable values of alphas, as all coefficient alpha estimates 
were greater than 0.70 (Hills, 2003; de Vaus, 2002). Whereas truncated scores tended to be marginally less reliable, the 
differences were very small. For both truncated and continuous scores on the EDI-2, correlations between the scales 
were shown to be low (see tables 4 and 5), thus indicating that the instrument has highly differentiated scales.  
 
Results and Discussion 
 
The aim of this research was firstly, to investigate the self-concept profiles of girls with anorexia nervosa and 
subsequently, compare the self-concepts of these girls with non-clinical adolescent girls. Secondly, this study aimed to 
investigate the eating disorder symptomotology profiles of adolescent girls with anorexia nervosa. Finally, this study 
attempted to investigate the various relationships between symptomotology for anorexia nervosa and differentiated self-
concept dimensions. In doing this, the study also attempted to investigate whether a similar pattern of relationships 
would exist between the self-concept and eating disorder symptomotology using the truncated and continuous scoring 
systems for the EDI-2. 
 
EDI-2 and SDQ-II (s) Profiles of Girls with Anorexia Nervosa 
 
Eating Disorder Symptomotology Profiles 
 
Authors of the EDI-2 have developed a profile form in which respondent’s scores on various scales of the questionnaire 
can be assessed in terms of being within the eating disordered range, within the non-eating disordered range, and within 
the at risk range. These ranges are based on the scale means and standard errors for eating disordered and non-clinical 
normative samples (see Garner, 1992). Results indicated that mean scores of the EDI-2 scales for the current sample of 
eating disordered adolescents, fell within the normal range of symptomotology on six of eleven scales (see table 3).   
     This is an interesting result that raises questions about the use of the EDI-2 in clinical settings, and research. Garner 
(1992) suggested that the EDI-2 is an instrument that can discriminate and differentiate between different samples, 
particularly between normal healthy samples and eating disordered samples. It seems here however, that despite being 
medically diagnosed with anorexia nervosa and having an average length of illness of 14.16 months (SD = 19.67), girls 
in this sample score within the normal range, and thus have relatively normal cognitions, beliefs and attitudes towards 
food and eating. A possible explanation for this result could be that in an attempt to avoid further treatment and 
assessment participants may have responded in a socially desirable way. Despite this, it is important to note that the 
EDI-2 is an instrument that is not used in clinical settings to diagnose patients; rather it is an instrument that assesses the 
presence and severity of symptoms relevant to eating disorders, and is often used in conjunction with clinical 
interviews. These results should however be interpreted with some caution as for this particular study, we have not got a 
normal sample of adolescent girls in which to compare the clinical sample with. As a result comparisons have been 
made with the norms from the test manual, which may not be the same as Australian norms for the test.  
 
Mean Scale Score Comparisons for Self-Concept  
 
The mean SDQII subscale scores indicate that the clinical sample have negative perceptions of themselves across a 
range of domains such as physical, social, emotional, general and academic areas in comparison to the normative data 
for the same age range based on 4218 adolescent girls (see table 1 for the mean scale scores and the standard deviations 
for the two samples). 
     A repeated measures analysis was conducted to determine whether there were significant overall differences in self-
concept and subsequently whether there were differences across self-concept domains for the two adolescent samples. 
Pillai’s Trace criterion was used to indicate significance in differences between groups, as it is more robust against 
violations of assumptions such as unequal and small sample sizes (Hills, 2003). Results indicated that there was an 
overall significant difference in self-concept (F(7.52, 32074.08) = 85.95, p < 0.001). Importantly, however, the size of 
this effect varied substantially depending on the specific self-concept scale. Figure 1 shows the self-concept profile 
plots for the clinical sample and the non-clinical adolescent sample, as the within subjects effects indicated that the 
profiles of self-concept for girls with anorexia significantly differed from the profiles of non-clinical girls (F(7.52, 
32074.08) = 9.50, p < 0.001). 
     Given these results, subsequent independent samples t-tests were conducted to investigate the differences for each of 
the separate scales of the self-concept between groups. This analysis revealed that the academic self-concepts for 
clinical girls were no different to those of the non-clinical sample (for math self-concept, t = -.62, df = 4281, p>0.05; for 
verbal self-concept, t = -.60, df = 4281, p>0.05; for general school self-concept, t = -.60, df = 4281, p>0.05). These 
results thus highlight the importance of adopting the more detailed multidimensional model of the self-concept in 
mental health psychology, as although girls with anorexia nervosa appear to have low self-concepts, negative 
evaluations of themselves clearly do not extend to all facets of their self-evaluations. 
     Previous research in the area has suggested that patients with anorexia nervosa, have limited social relationships and 
become more socially isolated as their psychopathology increases (Swift et al., 1986). The present results seem to 
support this claim with results indicating that for the social relations scales, analysis indicated that for both parent 
relations and same sex relations, girls with anorexia nervosa had significantly lower scores than non-clinical adolescents 
(for same sex relations, t = -4.77, df = 4281, p < 0.00; for parent relations, t = -6.26, df = 4281, p < 0.00). Interestingly, 
however, the clinical sample scores on opposite sex relations did not significantly differ from the non-clinical sample (t 
= -1.82, df = 4281, p>0.05), raising interesting questions about the social relationships that girls with anorexia have with 
their peers (both of the same sex and opposite sex) and their parents. It’s possible that these results reflect social support 
issues, and perhaps issues about social comparisons that have previously not been explored in the eating disorders 
literature. 
     Results of the independent samples t-tests also indicated that girls with anorexia nervosa scored significantly lower 
than non-clinical adolescents for physical ability (t = -1.96, df = 4281, p < 0.05), and as much of the literature has 
suggested, physical appearance (t = -6.54, df = 4281, p < 0.00). 
     Some authors have suggested that patients with anorexia nervosa have difficulties recognizing and responding 
appropriately to their emotions (Garner, 1991), and that they experience frequent mood fluctuations. These 
characteristics were examined with the emotional stability scale of the SDQII (s). The data on emotional stability of 
adolescents with anorexia nervosa, suggest that girls’ evaluate themselves as emotionally unstable compared to non-
clinical adolescent girls (t = -4.94, df = 4281, p < 0.00), with scores indicating that they may be overly concerned, and 
that they often feel confused and anxious. Scores for girls with anorexia nervosa did not however, differ significantly 
from the non-clinical girls for honesty and trustworthiness (t = -1.75, df = 4281, p>0.05). 
     With a mean difference of –1.03, general self-concept (self-esteem) scores for girls with anorexia nervosa were also 
shown to be significantly lower than the normative sample (t = -10.10, df = 4281, p < 0.00). Hence, supporting the 
assertion that girl’s with anorexia nervosa have lower self-esteem than non-clinical adolescent girls (White, 2000; 
Polivy & Herman, 1987, 2002). 
 
Correlational Analyses 
 
To determine whether the different dimensions of the self-concept and eating disorder symptomotology scales were 
related to basic demographic details such as age, body mass index (BMI) and length of illness, a Pearson’s correlation 
was performed. Given that the reliability analyses showed that the truncated scoring system is equally as strong and 
reliable as the continuous scoring system, two correlations analyses were conducted to investigate the patterns of 
relationships between eating disorder symptomotology and self-concept, first with the truncated scores and second with 
the continuous scores of the EDI-2. Results indicated that the pattern of relationships using both scoring systems was 
similar (see table 6) although most correlations appeared weaker when truncated scores were utilised, and therefore the 
correlations for the continuous scoring system have been presented. 
 
Relationships between Demographic Information and Self-Concept 
 
Results indicate that there were very few significant relationships between demographic variables such as age, length of 
illness and Body Mass Index (BMI) and the self-concept. Age was negatively correlated with only two of the eleven 
SDQII scales, being parent relations and physical ability. Interestingly, length of illness was not significantly correlated 
to any of the SDQII scales, although BMI was correlated negatively with emotional stability. 
     Continuously scored EDI-2 data indicated that age was significantly associated with four of the eleven eating 
disorder scales, drive for thinness (r = .27, p < 0.05), Bulimia (r = .34, p < 0.01), Ineffectiveness (r = .37, p < 0.01) and 
social insecurity (r = .27, p < 0.01). Length of illness was shown to be significantly associated with only one of the 
eating disorder scales (perfectionism, r = .35, p < 0.01) and BMI was significantly correlated with the Bulimia (r = .40, 
p < 0.01) and impulse regulation (r = .36, p < 0.01). 
 
Relationships between Self-Concept Scales and Scales of the EDI-2 
 
Results of the Pearson’s correlation indicated that as expected, the general self-concept scale (self-esteem) was 
significantly correlated with all EDI-2 scales with correlations ranging from r = -.34 (with the bulimia scale) to -.82 
(with the ineffectiveness scale) (mean r = -0.59, SD = 0.14). Thus indicating that negative self-esteem was associated 
with higher eating disorder symptomotology, supporting much of the literature in the area (e.g. Button & Warren, 2002; 
Ghaderi, 2001; Swift et al., 1986; Williams et al., 1993).  
     Like the self-esteem scale, the emotional stability scale was also significantly related to all scales of the EDI-2, with 
Pearson’s correlations ranging from r = -.35 (p < 0.01) with maturity fears, and r = -.70 (p < 0.01) with social insecurity 
(Mean r = 0.50, SD = 0.12). The honesty and trustworthiness scale of the SDQII however had fewer and weaker 
significant associations with the EDI-2 scales. Correlations between these two scales ranged from r = -.27 (p < 0.05, 
with bulimia) to r = -.53 (p < 0.01, with interoceptive awareness)  (Mean r = -0.41, SD = 0.10).  
    Also as expected, the physical appearance was significantly related to all scales of the EDI-2, highlighting that the 
eating disorder is very much related to physical appearance and physical domains of the self. Analysis also revealed that 
the physical appearance scale of the SDQII was significantly related to all scales of the EDI-2 except for the 
perfectionism scale (r = -.21, p>0.05). This is an interesting result that suggests that although girls with anorexia 
nervosa are typically described as perfectionists, they may not have these superior standards for their physical 
appearance. Further investigation of the items in this scale of the EDI-2 shows that they have not included any items 
that actually identify whether these superior standards extend from achievement and relationships to the physical 
aspects of the self. The highest associations for this scale, were as expected, with the body dissatisfaction scale of the 
EDI-2 (r = -.81, p < 0.01) and the drive for thinness scale (r = -.72, p < 0.01).  
     Interestingly, results also indicated that Physical appearance was significantly related (although weakly) to maturity 
fears (r =  -0.32, p < 0.05). Developmental theorists have suggested that for girls, adolescence is a period in which 
major cognitive adjustments occur as a result of pubertal development, and bodily changes. According to Crisp (1980) 
and Garner (2000), patients with anorexia nervosa starve themselves believing that by doing this, they are able to avoid 
and stop the physical and psychological changes that occur during adolescence and early adulthood, and thus 
developmentally regressing to childhood. One possible reason for the weaker relationship between these two scales is 
that the items in the EDI-2 that target maturity concerns are not solely concerned with appearance and the physical 
changes that occur during puberty, but are also concerned about the psychological developments associated with 
adulthood.  
      Much emphasis has been placed on adolescent social relationships suggesting that during adolescence, there is a 
movement away from the family as a safety net for social relationships towards stronger and more significant peer 
group relationships (Sullivan, Cleary and Sullivan, 2004). In eating disorder literature, authors have emphasized that 
patients become more socially isolated from family and friends as they become increasingly entwined with their eating 
disorder (Swift, 1986). For the both the parent and same sex relations of the social self-concept scales of the SDQII, 
results revealed moderate to high significant associations with the EDI-2 scales (Mean r for parent = -0.44, SD = 0.14 
and Mean r for same sex = -0.42, SD = 0.13) indicating that with increased symptom severity, social relations 
perceptions become more negative, thus supporting previous assertions. This same pattern of significant associations 
however, was not found between the opposite sex relations scale of the SDQII and the EDI-2 scales. Results indicate 
that opposite sex relations was significantly related to the ineffectiveness (r = -.33, p < 0.05), perfectionism (r = -.28, p 
< 0.05), interpersonal distrust (r = -.48, p < 0.01), asceticism (r = -.43, p < 0.01) and social insecurity (r = -.49, p < 
0.01) scales. This result raises interesting questions about the types of social relationships that are affected by the eating 
disorder, and whether social comparison processes start to play a more important role in defining the relationships that 
adolescent girls with anorexia nervosa have.  
     As predicted Math and Verbal self-concept scales were weakly associated with the EDI-2 scales. More specifically, 
despite being significant, the math scale was only moderately associated with eight of the eleven scales of the EDI-2 
with correlations ranging from r = -.27 (p < 0.05, with interpersonal distrust) to r = -.50 (p < 0.01, body dissatisfaction). 
The verbal scale of the SDQII was significantly associated with only four of the eleven EDI-2 scales, however these 
relationships were very weak (mean r = -0.32, SD = 0.05). General school self-concept on the other hand was 
significantly related to all EDI-2 scales, despite this, all significant associations were at best moderate (mean r = -0.43, 
SD = 0.08). Surprisingly however, unlike the other academic scales of the SDQ-II, general school self-concept was not 
significantly related to perfectionism. This is an interesting result, as it would have been expected that similar patterns 
of relationships existed for all of the academic scales. Closer inspection of the data however, revealed that the general 
school self-concept domain is more related to other domains of the self-concept than the very specific domains of math 
and verbal self-concept. Hence, it may be possible that when perceiving the self in relation to school, participants may 
have taken a broader approach to the questions and may have looked at the social and environmental aspects of school 
in judging and perceiving their performance. These results thus lend support for the use of the multidimensional model 
of the self-concept. 
    Finally, as expected results indicated that the conceptually similar constructs were all significantly associated. More 
specifically, in supporting Garner, (1992) self-esteem and ineffectiveness were significantly correlated, as were the 
social relationships scales of the SDQII were significantly related to the interpersonal distrust and social insecurity 
scales of the EDI-2, with results indicating that the lower the social self-concepts, the higher the level of interpersonal 
distrust and social insecurity. Additionally, the correlation between the physical appearance scale of the SDQII and the 
drive for thinness and body dissatisfaction scales of the EDI-2 was also highly significant. 
      
Summary of Findings and Future Research 
 
This study aimed to investigate the self-concept and eating disorder symptomotology profiles of adolescent girls with 
anorexia nervosa. The various relationships between symptomotology for anorexia nervosa and differentiated self-
concept dimensions were also examined.  
    Despite supporting previous suggestions that girls with anorexia nervosa possess low general self-concepts, the 
results also demonstrate the importance of utilizing the multidimensional model of the self-concept, and highlighted the 
need for further investigation of social relationships in adolescents with anorexia nervosa. Interestingly, although all 
participants have been clinically diagnosed with anorexia nervosa, their EDI-2 scores fell outside eating disordered 
range for more than half of the EDI-2 scales, thus raising questions about the relative usefulness of the EDI-2 as a 
clinical screening tool, or perhaps the criterion used in clinical practice to diagnose anorexia nervosa. Finally, 
correlation analyses between the various dimensions of the self-concept and eating disorder symptomotology revealed 
an interesting pattern of relationships, highlighting the value of utilizing the multidimensional model of the self-
concept.  
     Despite having one of the largest clinically diagnosed anorexic samples in published literature, the sample size of 
this study is still very small, and thus the generalizability and the power of the current results is limited. Additionally, 
the data was obtained through the use of self-report questionnaires in a population that is consistently asked to complete 
diagnostic measures such as the EDI-2. Although data was not collected on whether participants had previously 
completed the EDI-2 questionnaire, many of the participants acknowledged that they had previously completed the 
EDI-2 and other similar questionnaires, as a part of the hospital assessment procedure. Also, as a part of informed 
consent girls were told that the treating clinician team would receive a summary of their responses to the questionnaires. 
It is well known that girls with anorexia nervosa are particularly difficult to treat, as they are often in denial of both their 
condition and the seriousness of the illness. Consequently, girls may have responded in a socially desirable fashion so 
as to avoid treatment or further clinician involvement. Additionally, although all participants had received a primary 
diagnosis of anorexia nervosa, no data was collected regarding comorbidity. Comorbidities such as depression, anxiety 
or obsessive-compulsive disorder, which are common in this population of girls, may have affected the results on both 
the self-concept and various scales of the EDI-2.  
     Future research is thus needed to determine whether similar patterns of relationships exist between the multiple 
dimensions of the self-concept and eating disorder symptomotology exist in a non-clinical adolescent sample, and also 
whether various treatment methods for anorexia nervosa effect these relationships and the deficits in the various self-
concept domains. 
 
Conclusion 
 
This study, although small, is the first known study to investigate the multidimensional model of the self-concept in a 
sample of adolescent anorexics, and also explore the relationships between the different domains of the self-concept and 
eating disorder symptomotology. Given the increase in the incidence and prevalence of the disorder amongst the youth 
of today, this research paves the way for more in-depth and detailed research and clinical treatment models in terms of 
self-perceptions for adolescents with anorexia nervosa, particularly in relation to deficits in specific self-concept 
domains, and how these specific deficits may be targeted in therapy and treatment models. 
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Table 1. Means, Standard Deviations and Cronbach’s Alpha’s for the SDQII (short) Subscales 
  Clinical sample 
N = 65 
  Normative sample 
N = 4218 
 
SDQ Self-Concept Scales Mean scale 
scores 
SD Alpha Mean scale 
scores 
SD Alpha 
Physical       
   Physical Ability 4.37 1.29 0.87 4.66 1.17 0.83 
   Physical Appearance 2.997 1.40 0.90 3.99 1.22 0.87 
Social       
   Opposite Sex Relations 4.22 1.43 0.93 4.50 1.23 0.85 
   Same Sex Relations 4.86 1.29 0.93 5.35 0.80 0.79 
   Parent Relations 4.46 1.34 0.89 5.25 1.00 0.84 
Emotional       
   Honesty and    
Trustworthiness 
4.69 0.95 0.80 4.88 0.84 0.78 
   Emotional Stability 2.94 1.34 0.85 3.72 1.27 0.81 
Academic       
   Maths 3.84 1.52 0.92 3.95 1.38 0.89 
   Verbal 4.24 1.38 0.91 4.33 1.20 0.89 
   General School Self-    
concept 
4.58 1.23 0.89 4.65 1.06 0.84 
General       
   General Self-concept 3.97 1.43 0.93 5.00 0.80 0.82 
 
 
Table 2. Correlations between SDQII Scales  
 PAb GSC PApp OS SS PR ES M V G-Sc H-T 
PAb            
GSC 0.39**           
PApp 0.25* 0.80**          
OS 0.37** 0.28* 0.18         
SS 0.48** 0.47** 0.29* 0.58**        
PR 0.07 0.59** 0.53** -0.12 0.13       
ES 0.32** 0.44** 0.33** 0.36** 0.43** 0.25*      
M 0.09 0.48** 0.39** -0.06 0.19 0.32** 0.06     
V -0.04 0.44** 0.36** 0.09 0.11 0.17 0.10 0.19    
G-Sc 0.19 0.76** 0.60** 0.18 0.29* 0.46** 0.24 0.64** 0.67**   
H-T -0.06 0.40** 0.18 -0.04 0.16 0.45** 0.17 0.21 0.29* 0.36**  
Note: PAb =  Physical Ability, PApp =  Physical Appearance, OS =  Opposite Sex relations, SS =  Same sex relations, PR =  Parent relations, ES =  Emotional Stability, H-T =  Honesty-
Trustworthiness,  M =  Math, V =  Verbal, GSch =  General School Self-concept, GSC =  General Self-concept  
** Correlations significant at the 0.01 level 
* Correlations significant at the 0.05 level 
 
 
 
Table 3. Truncated Means and Standard Deviations for the EDI-2 scales, and Cronbach Alpha’s for the EDI-2 scales 
using Truncated Scores and Continuous Scores 
EDI-2 Scale Truncated 
Mean 
SD Clinical Range 
(Normal, subclinical or 
Eating disordered) 
Alpha 
(Truncated 
scores) 
Alpha 
(Continuous 
scores) 
Drive for Thinness 6.92 4.26 Normal 0.93 0.94 
Bulimia 2.31 3.03 Normal 0.86 0.87 
Body Dissatisfaction 2.80 2.32 Normal 0.95 0.95 
Ineffectiveness 4.38 4.15 Sub-clinical  0.92 0.93 
Perfectionism 5.80 3.05 Normal 0.77 0.76 
Interpersonal Distrust 1.83 1.69 Normal 0.84 0.87 
Interoceptive Awareness 5.50 4.14 Sub-clinical 0.86 0.87 
Maturity Fears 3.54 3.13 Eating Disordered 0.89 0.89 
Provisional Scales      
Asceticism 5.19 3.81 Eating Disordered 0.71 0.75 
Impulse Regulation 6.07 5.92 Eating Disordered 0.87 0.90 
Social Insecurity 1.42 1.61 Normal 0.80 0.82 
Note that the Clinical ranges of scores are obtained from the mean scores (±SE) of the normed eating disordered group from the EDI-2 manual 
 
Table 4. Correlations between EDI-2 Scales (Truncated Scores) 
 DT B BD IE P ID IA MF ASC IR SI 
DT            
B 0.21           
BD 0.65** 0.13          
IE 0.49** 0.39** 0.33*         
P 0.38** 0.00 0.14 0.34**        
ID 0.35** 0.05 0.22 0.43 0.26*       
IA 0.35** 0.47** 0.17 0.44** 0.27* 0.36**      
MF 0.24 0.07 0.14 0.33* 0.26* 0.35** 0.30*     
ASC 0.49** 0.13 0.32* 0.57** 0.57** 0.30* 0.39** 0.46**    
IR 0.39 0.51** 0.23 0.61** 0.36** 0.39** 0.52** 0.43** 0.57**   
SI 0.24 0.14 0.09 0.33* 0.22 0.32** 0.39** 0.34** 0.43** 0.48**  
Note: DT =  Drive for Thinness, B =  Bulimia, BD =  Body Dissatisfaction, IE =  Ineffectiveness, P =  Perfectionism, ID =  Interpersonal Distrust, IA =  Interoceptive Awareness, MF =  Maturity 
Fears, ASC =  Asceticism, IR =  Impulse Regulation, SI =  Social Insecurity 
** Correlations significant at the 0.01 level 
* Correlations significant at the 0.05 level 
 
 
 
Table 5. Correlations between EDI-2 Scales (Continuous Scores) 
 DT B BD IE P ID IA MF ASC IR SI 
DT            
B 0.41**           
BD 0.82** 0.34**          
IE 0.76** 0.44** 0.70**         
P 0.38** 0.09 0.13 0.49**        
ID 0.62** 0.23 0.49** 0.66** 0.32**       
IA 0.60** 0.60** 0.50** 0.77** 0.43** 0.46**      
MF 0.37** 0.22 0.27* 0.43** 0.39** 0.38** 0.52**     
ASC 0.69** 0.29* 0.58** 0.70** 0.60** 0.57** 0.62** 0.60**    
IR 0.60** 0.59** 0.46** 0.73** 0.45** 0.55** 0.77** 0.51** 0.66**   
SI 0.64** 0.20 0.58** 0.78** 0.51** 0.70** 0.59** 0.40** 0.69** 0.65**  
Note: DT =  Drive for Thinness, B =  Bulimia, BD =  Body Dissatisfaction, IE =  Ineffectiveness, P =  Perfectionism, ID =  Interpersonal Distrust, IA =  Interoceptive Awareness, MF =  Maturity 
Fears, ASC =  Asceticism, IR =  Impulse Regulation, SI =  Social Insecurity 
** Correlations significant at the 0.01 level 
* Correlations significant at the 0.05 level 
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Figure 1. Self-concept Profiles for the Clinical and Non-Clinical Adolescent Samples 
 
Table 6. Correlations between Facets of the Self-concept and Eating Disorder Symptomotology using the Truncated 
Scoring System 
  BMI Age PAb PApp OS SS PR ES H-T M V GSc GSC 
BMI Continuous 1.00 .27* .12 .04 -.04 .05 -.17 -.33** .08 -.04 -.04 -.11 -.05 
 Truncated 1.00 .26 .13 .04 -.04 .06 -.16 .07 -.33* -.02 -.06 -.10 -.04 
Age Continuous .27* 1.00 -.23 -.12 -.08 -.05 -.27* -.24 -.10 -.09 -.17 -.20 -.22 
 Truncated .26 1.00 -.26* -.13 -.07 -.05 -.27* -.18 -.10 -.08 -.20 -.23 -.22 
LOI Continuous .07 .29* -.05 -.04 -.15 -.18 .07 -.20 .00 .18 .01 .14 -.07 
 Truncated .27* .27* -.01 -.00 -.12 -.18 -.09 .03 -.12 .13 .00 .12 -.04 
DT continuous .09 .27* -.17 -.72** -.20 -.28* -.50** -.54** -.38** -.29* -.20 -.41** -.66** 
 Truncated .98 .26* -.16 -.75** -.21 -.27* -.54** -.54** -.39** -.33* -.16 -.43** -.70** 
B continuous .40** .34** -.28* -.35** -.06 -.14 -.28* -.38** -.27* -.28* -.26* -.35** -.34** 
 Truncated .42** .27* -.16 -.37** -.02 -.01 -.29* -.37** -.31* -.30* -.26* -.38** -.40** 
BD continuous -.01 .16 -.15 -.81** -.04 -.26* -.50** -.42** -0.17 -.50** -.16 -.43** -.65** 
 Truncated .11 .12 -.10 -.83** -.05 -.24 -.52** -.46** -.15 -.52** -.09 -.44** -.66** 
IE continuous .12 .37** -.34** -.67** -.33* -.54** -.60** -.59** -.45** -.41** -.34** -.59** -.82** 
 Truncated .93 .31* -.29* -.64** -.36** -.53** -.55** -.53** -.41 -.44** -.26* -.57** -.80** 
P continuous .10 .22 -.30* -.21 -.28* -.35** -.26* -.54** -.18 .11 -.09 -.15 -.36** 
 Truncated .07 .14 -.22 -.17 -.24 -.33** -.23 -.42** -.21 .09 -.11 -.12 -.33** 
ID continuous -.06 .21 -.40** -.48** -.48** -.64** -.40** -.42** -.24 -.27* -.16 -.37** -.56** 
 Truncated -.09 .13 -.29* -.44** -.43** -.64** -.39** -.37** -.32* -.25 -.21 -.38** -.56** 
IA continuous .17 .16 -.17 -.52** -.12 -.33** -.52** -.58** -.53** -.37** -.32* -.48** -.66** 
 Truncated .20 .10 -.09 -.45** -.05 -.23 -.53** -.50** -.52** -.37** -.27 -.45** -.60** 
MF continuous .08 -.07 -.12 -.32* -.23 -.34** -.19 -.35** -.45** -.16 -.37** -.39** -.51** 
 Truncated .07 -.07 -.10 -.35** -.16 -.33* -.18 -.35** -.42** -.18 -.42** -.43** -.48** 
ASC continuous .06 .05 -.18 -.62** -.43** -.44** -.39** -.56** -.26 -.25 -.13 -.32* -.63** 
 truncated .05 .30 -.07 -.55** -.38** -.38** -.36** -.51** -.27* -.29* -.10 -.28* -.56** 
IR continuous .36** .24 -.23 -.49** -.20 -.44** -.67** -.64** -.48** -.43** -.25 -.53** -.63** 
 truncated .37** .20 -.15 -.47** -.14 -.41** -.66** -.56** -.50** -.46** -.24 -.53** -.62** 
SI continuous -.00 .27* -.32** -.60** -.49** -.60** -.45** -.70** -.31* -.27* -.20 -.46** -.71** 
 truncated .34 0.19 -0.2 -.58** -.49** -.60** -.45** -.65** -.32* -.32* -.16 -.44** -.71** 
Note: *indicates significance at p = 0.05 (2-tailed) level, **indicates significance at the p = 0.001 (2-tailed) level, BMI =  Body Mass Index (kg/m2), 
LOI =  Length of Illness, DT =  Drive for Thinness, B =  Bulimia, BD =  Body Dissatisfaction, IE =  Ineffectiveness, P =  Perfectionism, ID =  
Interpersonal Distrust, IA =  Interoceptive Awareness, MF =  Maturity Fears, ASC =  Asceticism, IR =  Impulse Regulation, SI =  Social Insecurity, 
PAb =  Physical Ability, PApp =  Physical Appearance, OS =  Opposite Sex relations, SS =  Same sex relations, PR =  Parent relations, ES =  
Emotional Stability, H-T =  Honesty-Trustworthiness,  M =  Math, V =  Verbal, GSch =  General School Self-concept, GSC =  General Self-concept  
 
